— \C)c ‘Cc"' 9) ‘»@-' 1
Management Systems to Public
Health Events:

Toronto’s Experience

Presentation to
2008 Great Lakes Border Health Initiative Conference

July 10, 2008
Annl Arbor, Michigan™

Marjolyn Pritchard, CPHI(C), BAA, MHSc
Program Manager,
Control of Infectious Diseases/Infection Control
Toronto Public Health

= Overview of City of Troronto
Overview of Public Health System
Introduction of IMS to Toronto Public Health
Examples of incidents where IMS was used
Learnings
[Euiture plans




= Toronto Is Canada’s largest city, fifth
largest in North America

= Population of about 2.6 million (with an
»additional 400,000 daily'=workyschoeol
andentertainment)




= One of the most ethno-racially
diverse cities in the world

= Toronto receives 25% of all new
iImmigrants & refugees terCanada

= Almost.50% of Toronto’s population
Was berreuisideeiCanada

= Over 100 languages and dialects spoken.

= One in five Toronto residents have a
home language other than English or
French

= 47% of elementary students attending a

pelerontoerDistrict School.Boeard, schools
hiave alanguage etherthan English as
their first language




Ororitg

= Approximately 110 shelters/drop in
centers for the homeless/under housed

= Every night Toronto’s homeless shelter
system receives about 3,700 peeple

ororitg

= 17 Acute Hospitals

= 12 Chronic Care Hospitals
= 81 Long term care facilities
= 7,000 Physicians




S IffpOrtali??

Communication
= Know your population

= Establish processes that
_facilitate communication during
2l EMERGERE): .

Ovarview of

= [ Canada, 3 levels of government

— Federal - PHAC, CFIA — provide
national/international co-ordination,
expertise/consultation

— Provincial — Ontario — Ministry of. Health' &
Long-term Care (MOHLTC) -sets Legislation
and Standards for program delivery

= |_ocall— Health Units —deliveirpublic health
pregramming to promote and protect health,
and prevent disease within the population




Overview of
= Health Protection and Promotion Act
(HPPA) (Ontario)

— provincial legislation has defined 36 geographic health
units within Ontario, each with a Board of Health

— requires each Board of Health to provide public health
programs and services

Ontario Mandatory Health Programs and
Senvieces,Guidelines (MERSE)

= miRimumrstandards for public health, programs and
services

1ty zinidl furiclirg

= Service funding:

— Mandatory programs - 75% provincially funded, 25%
municipally funded.

— Some 100% provincially funded programs — eg. Healthy
Babies, Healthy Children

— Some 100% City funded — to meet local needs. Within
Toronto includes Animal Services, Seniors Dental
Services

SNBOH aceoUnRtabIe to Province for service delivery




= Canada’s largest lecal public health agency

1800 staff

— nurses, public health inspectors, physicians,
dieticians, nutritionists, epidemiologists,
dentists, dental hygienists, health premotion
specialists, peer workers, administrative staff,
animal.econtrol officers

Annual budgeirs200millicn
30'service locations

Mission
Improve the health of the whole population
and reduce health inequalities




Strategic Directions: (2005-2009)
Improve the health of the city’s diverse
population through responsive services
Champion public health for Toronto

Anticipate, prevent and respond effectively to public
health emergencies

Work with others to create integrated health and social
systems that'serve Toronto’s needs

Be an inneyvatverandieffectivepuklicthealth organization
BE the public health workplace of choeice

Slielfltes

= Healthy Environments

= Communicable Disease Control

= Healthy Families

= Healthy Living

= Dental and Oral Health: Services

= BlanningjandiPolicy; =
"Enance and Administration Services




Healthy Environments **
Communicable Disease Control **

= Blanning andiRoelicy.(Emergency’ planning)

Healthy Environments program includes:
= Food Safety Program —

= Health Hazards — Swimming pool/spas,
WNV mosquito abatement, other health
hazards (complaint response).

=rRabies Control Program —




Communicable Disease Contrel Programs
include:
Communicable Disease Surveillance Unit (CDSU)
Tuberculosis (TB) Control Program
Sexually Transmitted Infections (STI) Program
Vaccine Preventable Diseases (VPD) Program
Needle Exchange
Sexual Health' Clinics

Control ofiinfectivusiDisease/infection Control Program
(CID/IC)*

Communicable Disease Liaison Unit

= TPH management team - first introduction to
IMS' in 2002

= Benefit - enabled co-ordination with
city/provincial partners during aniemergency
response




2003

- Emergency Planning and Preparedness
(EPP) team created a video explaining
various components of IMS

- Road show — EPP staff attended all team
meetings terintroduce IMS; te, T.RPH, staff.

- Managersireceivedadditional training to
Increase familiarity with the IMS structure.

Toronto Public Health Incident Management System

0 BOH Chair

External

Internal

Operations Lead Planning Lead Logistics Lead Finance/Administration Lead

Mass Vaccination/Post
Exposure Prophylaxis acilities Claims/

Situation .
Assessment Compensation

Hotline Operation
Human

Resources Costing

Reception Centre/Mass Care Staffing &
Resource
Deployment
Needs Safety Lead Procurement

Case Management &
Contact Tracing

Epidemiological

Investigations Documentation Supplies &

Communications
Equipment

Environmental Inspection &
Sampling

Psychosocial Intervention Nutrition & Staff

Accommodation
Animal Protection
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All-types of major incidents
Hazardous materials incidents (chemical
spill/fires)
Natural disasters (snowstorm, heat wave)
Terrorist events (anthrax scare, CBRN)

Planpedieventsi(Waordfyeuth Day)

Biological events (Disease Outbreaks)
Technological (Y2K)

I CDC orograirs]

= 350 outbreaks

— Enteric/Respiratory outbreaks in long term care
homes/retirement homes/hospitals/day
nurseries

— Food poisoning outbreaks — large events

1=2 per yean(enaverage)largerenough to
warrantViS response
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Erflergericy responses

= 2001 - white powder: (anthrax)
"2002 - Hepatitis A (foodhandler), Shigella (pasta salad)

ntroduction of IMS - Toronto Public Health

= 2003 — SARS
= 2005 — Legionnaires, Salmonella (bean sprouts)
= 2006 — Measles, Pertussis, Botulism (carrot juice),

Hep B (Hospital Dialysis unit), Hepatitis A (cluster in ethnic

L community) _
= 2007 — Mumps (east coastiuniversity'students), V TEC (Ricnic

— =ethnic community)

= 2008 — Rabid puppies, Measles

" T.0. travel alert iR is
» SARS fears shy

Parenl.s aler

s, = TOronte schoo]

’mhyh gh fe em

down

600 told

SARS: to stay in
L0t los Eggﬁg‘;? as SARS
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21 February, 2003 a
Chinese Doctor from
Guangdong checks into
room 911 at the
Metropole hotel. . . .

Guangdong Province

Index

Case
- 1 infected

traveller to
IRELAND

1 infected

traveller to 3 infected
VIETNAM travellers to

SINGAPORE

2 infecy
traveller
CANA

‘%

2 infected
travellers &
index case to
HONG KONG
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Index Case
(Mother)

Returns to Toronto and
develops pneumonia that week

Index Case
(Mother)

Dies at home
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Index Case
(Mother)

Index Case
(Mother)

Mr. T
(Son)

Cared for mother at home
and develops pneumonia

Scarborough Grace Hospital
Mr. T

(Son)

Admitted to SGH
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= March 9 - Torente’s first SARS case
reported as possible TB

= March 12 - WHO alert of “atypical
pneumonia”

= March 13 - First case in hospital dies; 4
family members admitted with illness

= \March 14 -Joeint.press. conpfierence
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rplermentator of VS

= Press conference — public directed to call
TPH with questions => HOTLINE

= |[ncreased number of suspect cases reported,
long list of contacts for each case => Expand
staff in CASE/CONTACT mgmt

=aData Collection/Analysis,=>EPIDEMIOLOGY
= \ovingrall’staff'to one location =>LOGISTICS

rrplermeritaton of V)

= Acquisition ofadditional equipment
(hotline connections, computers,
phones, desks etc) => LOGISTICS,
FINANCE

= Extended hours => FINANCE,
SCHEDULING

SEVedia updates => CONIMUNICATIONS

Eerordinated response to eutside
agencies => LIAISON
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Incident Manager

£

. Logistics and
Operations Administration

Case Investigation
Contact Follow-up

Epidemiology

How do you respend to an outbreak
when:
Agent is unknown
Incubation period uncertain
Mode of transmission not entirely clear
No diagnostic test

© = No prophylaxis
BN WG
= No treatment




= No existing procedures

= No standardized data collection
tools

= No IT system for tracking
cases/contacts

= nformation; changing, dailys(ex;
MerereIten)

Planning component needed

““March 21 - lliness in hospital workers

= March 23 - Establishment of “SARS”
ward

= March 24 - SARS designated
reportable, communicable and
virulent

= \Mareh 25,- Closing oiindex hospital

Viarch26 - Provincial health
emergency declared
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= March 27 - Provincial leadership and
first infection control directives to
hospitals, LTCF, MD’s, CHC’s...;
formation of “Science Committee”

= March 28 - Closing of second
hospital =

*FApril L6 - Cluster of cases in
‘protected’ workers

= May 16 - Outbreak thought to be.
over “New Normal™ directives issued

= May 23 - Unrecognized cases and
spread in a new hospital

= Phase 2 limited to hospital patients,
IHCWS and visitors

"dine 12,2003 - Last caseiill
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: Mar 13 - Apr 20
May 20 -

= Phase 1
= Phase 2

Jun.24

-
-t}
t=

=
=
ol
o
~
=

<]
=
=
£
=
o
1]

[
vl

]
=]
<

)
[
o

<

«
[
13
w
<

3]

0

[

<

7]
[=]

S
(=3
(=]
2
=]

=t

-
1]
g
=

=

[

aunuelenh Bulinbal S0 L0 3wk
=

Cases first recognized

a[nvar

declar
Onset date of first symptom

Outbresk prematurely

[,

Last case recognized

—

B Suspect
== Probable
Contacts
I I

—_—

Index case

10

= I -

£

o o—

(1098dsng g 8|gEQOI4) SBSED JO UagLUnp)

=]

23



Figure 2. Cases investigated for SARS and contacts identified as requiring quarantine

mm did not meet
case definition

=3 met SARS case
definition

contacts
requiring
quarantine

Number of investigated cases

Number of contacts requiring quarantine

$\E] $\E] S\ » e & \E] \E] & &
\ff"@‘ m‘f"@‘ b \,“‘P&‘ M"‘ m—‘@ w‘w w‘w e «f-‘fs@

Date of report to Toronto Public Health

Over 300,000 calls to hotline March 15 -
June 24, 2003; 47,567 calls on one day.

Approx. 2,000 case investigations
(average 9 hrs/investigation)

198 Probable Cases and 26 Suspect
Cases

23,3061contacts followed up; up to 6,995
people quarantined at any time
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=700 staff: assigned__f_ull-tirﬁ-e: —

2 shifts-per day (8 a.m.-11 p.m.), 7
days/week

Up to 400 staff on duty each shift
Active assistance from Province
Many others came to help:

— Other'public health units

— Communiyaviedicine Specialists
— Health Canada

— Department of National Defense

= Blackout in' August 2003 (limited TPH
participation in the CITY IMS response)

= WNV — 2"d year — specialized team
2004 —
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Home for the Aged
IIIIIII SON ROAD

ODroNtors—

= Sept 27" - TPH receives a report - cluster of
residents with respiratory symptoms starting Sept
24t (6 1ll, 3 hospitalized)

= Pneumonia commonly reported during LTCH
respiratory outbreaks

= Usual tests conducted — NP swabs taken (all
results Negative)

= Eurther testingyinitiated — Urinexfor legionella, NP

S forotherV phnetmonia and C. pneumonia

= Surveillance within the LTCF escalated Friday
Sept 30" and additional cases were sent to
hospital
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__ e lg———i __h..—- i R -_ -

= Hospital physician called the TPH AMOH on call to
EXPress concern.

= TPH sent fax alert to all hospitals at 11:00 p.m.
Sept 30", advising of the outbreak.

= A teleconference was arranged for 20:00 a.m.
October 18t, 2005.

= October 15, 2005 68/248 residents reportedwithss
wilinessydvaliespitalizations and'4 had died.

BUU?D newcas

¢
Mystery illness kills 4 mor

bs to 10
me death toll clim
%3;;“‘:\%’1:1‘;\’51' e found, officials say

: ir wrus kllls
i two more
' ()I'C NU!‘Sm & hom 6
s tWO m illness not ‘:‘A%s SEI'IIOI'S

ng But glohg)
}éﬂt‘g’:;‘cs bm-nq quick to co;::jec(:;]‘:] SEVEHMKS HGME
T

eﬂﬁ hOPe't Ao TIay

v outbreak Kkills 2 more

But the worst is past, say
city public health officials




Created command pest, utilized Incident
Management System (IMS) for emergency

response
Brought in extra staff

Set up a hotline (to respond to calls from,community)
Increased surveillance (created Access database)
Gonducted case and contact.investigation
Increased nieclienicontrelimeastres

Chaired daily teleconferences with stakeholders

Toronto Public Health Incident Management System

o BOH Chair

External

Internal

Operations Lead Planning Lead Logistics Lead Finance/Administration Lead
)
Compensation

Assessment

Hotline Operation
Human
- Resources i
Staffing & Costing

Resource
Case Management & De;;\llggggem erocurement
Contact Tracing Safety Lead

Epidemiological Documentation -
Investigations Supplies &
Communications
Equipment

Environmental Inspection &
Sampling

Laboratory Liaison Nutrition & Staff
Accommodation
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= Oct 6" — first positive confirmation of
Legionella (culture) in lung tissue of
deceased resident

= Air handling system turned off, bettled water
provided and environmental sampling
initiated

= AGTVE caseNinding continued

= Added lab confirmation through use of Binax
NOW to detect urine antigen

colcernic Clurve —

Legionellosis cases by onset date of respiratory symptoms and designation
24

@ Community case

@ Seven Oaks visitor
0O Seven Oaks staff

0O Seven Oaks resident

9 | Point

Number of reported cases
I
N

..............................

Onset date of symptoms
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Lellofe]lUS]S

Legionellosis cases by onset date of respiratory symptoms and episode status
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Onset date of symptoms

l‘fJ\/JfJfJfﬂe Leel

= Thurs. Oct. 61 - Health Hazard team
pecomes involved from environmental
perspective, inspection conducted of Seven
Oaks facility to determine possible sources

of outbreak.

= Cooling tower had been shut dewn Sept. 30.

=EENVAC, system, turned off, exhaustwas
eperationalfand resident room windows
opened to provide fresh air into the facility

30



. Indoor air sampllng conducted throuﬁﬁout
thefacility-and the day care attached to the
building using a handheld YES-205 Air
Quality Monitor

= Total of 330 environmental samples were
collected

— shower facilities -
—10"HVVACTsystems In the tacility,
— cooling tower (In LTCH and Nearby buildings)

= Results of the samples
—Several'cooling towers in area had Legionella

bacteria detected

—Oct 215t - CPHL confirmed a match between
environmental samples of Legionella species.and
clinical isolates from lung tissue (close teithe Rome

strain)
—Cooling tower at Seven Oaks —

confinmMed SOUNCE v we .
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" 2005 — Legionnaires, Salmonella (bean
sprouts)

= 2006 — Measles (cluster), Pertussis,
Botulism (carrot juice), Hep B (Hospital Dialysis unit),
Hepatitis A

=2.2007 —Hep B (LTCH), Mumps (east coast
University students)p VAl EC (Ricnic=¢ethnic community)

=20038 — Rabid puppies, Measlesi(cluster of 150

s/p/c cases)

Sfﬂr‘ﬂrf) clflc

= Eternal [eviews:

Campbell Commission of Inquiry into SARS
Naylor Committee on SARS and Public Health
Walker Panel on Infectious Diseases

National working group on “Strengthening Public
Health Infrastructure”

Provincial Infectious DiseasesyAdvisery.
Commitiee

Organizational review of Emergency
Preparedness & Response capacity
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Internal Review processes:
"“Debriefingrsessions held after every event.

= Debriefing sessions included internal and external
stakeholders.

= Structure of the Debriefing sessions (Appreciative
Learning Model):

— Appreciates the work that has been done.
=\What worked well.

— What dojwemneediio do,moese ofins

= Hewtermove forward.

— (Areas in need of improvement).

= General
= Communications
Logistics
Human resources
Information Systems
Emergency Planning and Preparedness
Einancial
Operations
Evaluation




= Establish criteria for when to implement IMS
model.

=N mprevengternial communications (updates
to all TPH staff regarding the event).

34



sNEpsUre thevight people are invited to the meetings.

Recommendations, -
_Comnunications

—

e RIgorous decument.contiol; clear PIOEESSES for Information
L management
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= Each program area to identify a championito
ensure staff have skills and knowledge to
use IMS model during an emergency.

36



= \Work with Human Resources, to develop an
employee assistance program support plan
for addressing the complex emotional and
mental health challenges that affect staff
during and after an emergency.

37



= Ensure personnel are assigned to the
s planning function as early.as possible,

38



Emerenc Plannln &

= ASSess effectiveness of the incident
management meetings during an
emergency.

39



= Ensure an adequately reseurced epirteam

40



Iclatorns

= Build' capacity for evaluation of activated
emergency responses and response
preparedness planning activities.
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Lessons aren’t learned until
behaviours change.

Created a committee to enhance outbreak
response.

Mandate — Develop OB response planto
address significant communicable disease

wOB/events.— focus on CIDIC. and CDLU
pregram diseases: Wsethe™rPH IMS model
terguide planning.
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=.Establish terms of reference

= Benchmarking

— with other HUs/organizations regarding
OB/emergency response
= 3 Ontario HUs — London, Ottawa, Peel
= 1 Canadian HU- Vancouver

= 3 AmericanPH org.— New York CitysChicago; LLos
Angeles

= one non-health related emergency responder - Canadian
Interagency Forest Fire Centre

fICAzLAng corlt

Questions included:
= Distinguishing between small vs large OBs

= P and Ps for ramping up for large
OBs/emerg.

= Task lists for the different OB response
ftinctions. Matching skills te tasks:
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AMzdng cort'e

Questions included:

= Training for those involved in surge (for
tasks outside of normal activities)

= Deciding on level of response

= Decisions re deployment of staff and
S Continuity of service

=.Establish terms of reference

= Benchmarking

= Draft a comprehensive OB
response Policy and Procedure
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lon of ina IS functor
Siic s —

— Incorporate (where appropriate) the debriefing
recommendations.

— Reduce the number of the tasks.

— Incorporate sample meeting agendas with the
checklists for IMS command and the function
leads; to ensure inclusion ef key. issues;

— Provide details of the linkages between the
various functions/sub functions.

— Created smaller/detailed “to do” lists,at the end
of the checklists (to hand off to others
supporting the function/sub function).
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Where e lessons.changed

| 1 — =

= Province has implemented IPHIS - a new
case/contact management and surveillance
system - and continues to provide improvements.

= Health and Safety - Mask Fit testing of all staff.

= |nternal communications improved (with'a number
of the more recent responses).

*lncreased familiarity with IMSK(hroughractual
L Experience).

= Planning function continues to be developed
and-used in'more recent responses.

= Hotlines set up quickly, efficiently.

= Generic data collection forms,and analysis
programs have been developed and tested.

=RV/accination clinics set uprguicklysefficientlys

“IClear'criteria for implementation of IMS for
Disease outbreaks.
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= Final stages of'completing the IMS
Command, function & sub-function
checklists.

= Assigning management staff to the IIMS
function/sub function leads.

= Provide additional training — using specific

-~ disease outbreaks for tableitiop secenarios:

S @oentinuetoruse IMS for the smaller ‘e’
emergencies using revised checklists.

QUESTIONS?

a7



Marjolyn Pritchard
416 -338-8352

E- mail address: pritchrd @terento.ca
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